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Both the beginning and end of life are associated with medical
and ethical controversy. The issues surrounding abortion have
divided the country and have been played out in the political
arena as well as in the press. The legal, medical and ethical
issues surrounding this controversy are unlikely to result in a
resolution satisfactory to all parties. In similar fashion, issues
related to the “right to die” or other end of life decisions have
become almost as controversial. These concerns especially
affect the cardiovascular specialist who cares for elderly pa-
tients with end-stage heart disease and other concomitant
problems. With a limitation of medical resources imposed by
managed care, end of life decisions become even more com-
plex.
The line between inadequate care and excessive care for the
dying may be a fine one. In my experience, we seem to be more
preoccupied with life-saving technology than with trying to
effect real improvement in the care of the dying. We may be
less well prepared to consider the quality of dying than we are
the quality of living. We have a variety of ways to measure
quality of life that form the basis of efficacy studies with
pharmacologic agents or other interventions (1). We under-
stand that maximizing quality of life is especially important in
persons with a limited quality of life. However, we have less
interest and experience in managing the quality of dying. Ten
areas were selected by a group of 40 lay and professional
organizations that could be assessed to measure the quality of
end of life care: 1) symptoms; 2) function; 3) advance planning;
4) aggressive life-extending treatments; 5) satisfaction (of
patient and family); 6) quality of life; family burden; 7) survival
time; 8) provider continuity; 9) provider skill; and 10) bereave-
ment support. The implication of this statement (2) is that
health care providers (physicians and organizations) should be
held accountable for the quality of dying, as judged by these 10
items.
In general, we have little or no formal training related to
end of life care. There is little or no National Institutes of
Health-sponsored research. Most of our information comes
from other organizations or demonstration projects that may
not be widely known. Furthermore, funding for end of life care
is inadequate, and no health care organization wants chroni-
cally or terminally ill patients in their enrollment. Until there is
better organization and financing of supportive services for
dying patients, there may be inadequate quality of care for
such patients.
The “right to die” issue has also taken an interesting turn
recently. The Supreme Court unanimously ruled that termi-
nally ill patients do not have a constitutional right to physician-
assisted suicide. Chief Justice William Rehnquist (whose wife
suffered a lingering death with ovarian cancer) wrote: “An
examination of our Nation’s history, legal traditions, and
practices demonstrate[s] that Anglo American common law
has punished or otherwise disapproved of assisting suicide for
over 700 years” (3). However, the door was left open for states
under their own constitutions to enact laws allowing physician-
assisted suicide. Thirty-five states have laws that ban assisted
suicide, and most of the rest also ban it by court precedent or
custom. Oregon’s 1994 ballot initiative, which succeeded with
such a measure, was blocked in the courts and may eventually
also reach the Supreme Court. This decision by the Supreme
Court of course does not affect the right of patients to refuse
treatment (1990 decision).
As a physician, I personally could not be a part of physician-
assisted suicide. Where the states will go with this issue is
uncertain. One thing that all this debate does, however, is focus
our attention on the process of dying. As physicians, we can
probably all do better in easing the death process. We need to
be as sensitive to the quality of dying as we currently are to the
quality of living. Our patients deserve no less from our last
encounters with them in mortality.
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